Background {#Sec1}
==========

Screening for cervical, breast and colorectal cancer (CRC) using the Papanicolaou (Pap) test, mammography, and the fecal occult blood test (FOBT) respectively are commonly accepted practices in primary care in Canada. Because of the effectiveness of the Pap test and its widespread use, Canada currently has one of the world's lowest annual incidence and mortality rates for invasive cervical cancer \[[@CR1]-[@CR3]\]. Mammography is associated with significant reductions in the relative risk of death from breast cancer and has long been recommended by the Canadian Task Force on Preventive Health Care \[[@CR4]\]. Colorectal screening rates in Canada are currently low, but it has been estimated that if 70% of the eligible population participated in screening, mortality due to CRC could drop by 13-15% \[[@CR5]\].

Despite the known benefits of screening, the literature suggests that people who are members of certain sociodemographic groups are subject to cancer screening inequities, particularly ethnoracial minorities, immigrants, people with low levels of education, people with complex medical conditions, and those of low income \[[@CR6]-[@CR12]\]. The benefits of screening combined with the apparent inequalities in screening based on social disadvantage demonstrate the need for valid methods of determining and monitoring screening rates. It is therefore concerning to consider that self-report, a commonly used method for determining screening history, may have validity issues and that people from certain sociodemographic groups might be more likely to inaccurately report cancer screening than their peers \[[@CR13]-[@CR16]\]. Under-estimating screening prevalence or over-estimating screening inequalities could lead to wasted resources, and conversely, over-estimating screening prevalence or under-estimating screening inequalities could lead to missed opportunities for improving screening. Self-report is potentially vulnerable to acquiescence bias (the tendency to give positive responses to questions when in doubt) and social desirability bias (the tendency to respond in a manner that respondents believe will be viewed favourably), and both types of bias may be more common among socially disadvantaged groups \[[@CR14],[@CR16],[@CR17]\].

Literature from the US suggests that these biases in self-report might exist differentially, and that Hispanics and African-Americans may be more likely to over-report screening \[[@CR14],[@CR15]\]. However, little is known about the validity of self-report of cancer screening in Canadian populations or among particular Canadian sociodemographic groups. Therefore, the objectives of this study were: i) to determine the validity of self-report of cervical, breast and CRC screening in Ontario for people in the general population, and ii) to determine the validity of self-report for socially disadvantaged groups based on: immigrant status, ethnicity, education, income, language ability, self-reported health, employment status, age category (for cervical cancer screening), and gender (for CRC screening).

Methods {#Sec2}
=======

Data sources {#Sec3}
------------

Multiple data sources were used for this study. The Canadian Community Health Survey (CCHS) is a national, biennial, cross-sectional survey conducted by Statistics Canada that collects information related to health status and health care utilization, including questions on cervical, breast, and CRC screening, as well as demographic characteristics such as visible minority status, immigrant status, language ability, education, age and gender. The CCHS data to which we had access contain responses from approximately 30,000 Ontarians (approximately 60% of Ontario respondents) per cycle who agreed to data linkage with administrative health data and whose data were able to be linked. We used data from four cycles of CCHS data (2000--2001, 2003, 2005, 2007). The Ontario Health Insurance Plan (OHIP) Claims' Database contains claims for physician and hospital services as part of the provincial universal health insurance plan and includes approximately 95% of physician claims in the province \[[@CR18]\]. The Canadian Institute of Health Information Discharge Abstract Database consists of fee codes and diagnostic codes claimed by Ontario physicians for hospital stays and procedures. Cytobase is Ontario's electronic Pap test registry. Finally, the Ontario Breast Screening Program data record the date of mammogram for all women who participate in the provincial screening program. Using a unique encoded identifying number that allows individuals to be tracked through multiple databases, we linked respondents from the four cycles of CCHS with the aforementioned health databases. This study was approved by the Research Ethics Board of Sunnybrook Health Sciences Centre.

Inclusion/exclusion criteria {#Sec4}
----------------------------

We created three groups in this study. Survey respondents were included if they had answered the questions about cancer screening and were eligible for cervical cancer screening (cervix group), breast cancer screening (breast group), or fecal occult blood testing (FOBT group) respectively. Cervical cancer screening eligibility consisted of being 24 to 69 years of age on the date that they completed the CCHS, being continuously eligible for health insurance coverage for the three years prior to the CCHS interview, no history of hysterectomy, and no previous diagnosis of cervical cancer. Similarly, breast cancer screening eligibility consisted of being 52 to 69 years of age on the date that they completed the CCHS, being continuously eligible for Ontario's universal health insurance coverage for the two years prior to the CCHS interview, and no previous diagnosis of breast cancer. Women were excluded if they reported on the CCHS that they had a mammogram for diagnostic (as opposed to screening) purposes. Eligibility for screening with FOBT was defined as being 52 to 74 years of age on the date of the CCHS, being continuously eligible for health insurance coverage for the two years prior to the CCHS interview, no history of barium enema or sigmoidoscopy in the preceding five years, no history of colonoscopy in the preceding ten years, and no previous diagnosis of CRC. People were excluded if they reported on the CCHS that they had an FOBT as follow-up of a problem or follow-up of CRC treatment. Ages and time periods for each cancer screening type were determined by provincial guidelines \[[@CR19]-[@CR21]\].

Validity measures {#Sec5}
-----------------

We calculated validity measures i.e. sensitivity, specificity, positive and negative likelihood ratios, positive and negative predictive values, and simple kappa statistics for each cancer screening type. A kappa of 0.6 to 0.79 indicates substantial agreement, whereas a kappa of 0.4 to 0.59 indicates only moderate agreement \[[@CR22]\]. Specifically, we assessed if those eligible self-reported or had a record of a Pap test within the three years prior to the CCHS, a mammogram within two years, and FOBT within the two years prior to the CCHS. A record of a test in administrative data was viewed as the gold standard against which self-report was validated. Only the latter three cycles of the CCHS asked respondents about history of FOBT.

We then calculated these validity measures for various demographic subgroups, specifically by self-perceived health (excellent, very good, good, fair, poor), household income (\$30,000 or less, more than \$30,000), highest education obtained (less than high school, high school or higher), mother tongue (English, non-English), immigrant status (Canadian-born, foreign-born), recent immigrant status among the foreign-born (immigrated 5 years or less from the date of interview vs. immigrated more than 5 years prior), employment status (currently employed vs. not), racial group (White, non-White), age category for the cervix group (24--52 years vs. 53--69 years), and gender for the FOBT group.

We calculated report-to-record ratios (the ratio of the proportion of women who reported a screening test during the relevant time period to the proportion of women who had a record of a screening test during that time period) and their confidence intervals for each screening group and for each subgroup within each screening group \[[@CR23]\].

Finally, we conducted a multivariable regression analysis. We limited each screening group to those members who had no screening test during the appropriate time frame in administrative records, and then determined the adjusted relative risk of over-reporting (i.e. falsely reporting a screening test during that time frame), using the variables described above, with the exception of recency of immigration.

Results {#Sec6}
=======

Table [1](#Tab1){ref-type="table"} describes the demographics of the three screening groups. All three groups were predominantly White, Canadian-born, and at least high school graduates. The majority of women (68.2%) in the cervix group were in the younger age category. In the FOBT group, 53.3% of men were employed whereas 41.5% of women were employed.Table 1**Demographic characteristics of the 39027 women in the cervical cancer screening group, 15877 women in the breast cancer screening group, and 14297 people in the FOBT screening groupCervical groupBreast groupFOBT groupFOBT group (male)FOBT group (female)ResponseNo.%No.%No.%No.%No.%**GenderMalen/an/a670546.96705100.0n/aFemale39027100.015877100.0759253.17592100.0Age24-52 years2662268.2n/an/an/an/a53-69 years1240531.8n/an/an/an/amissing0.0BirthplaceForeign born773719.8383524.2354724.8167925.0186824.6Canadian born3126880.11203075.81073975.1502174.9571875.3missing220.1120.1110.150.160.1Immigrant status\*Immigrated ≤5 yrs ago3901.0420.3460.3200.3260.3Immigrated \>5 yrs ago708718.2370023.3341023.9161324.1179723.7missing3155080.81213576.41084175.8507275.6576976.0EthnicityNon-White35099.08825.68205.74146.24065.3White3490589.41477193.01318592.2614891.7703792.7missing6131.62241.42922.01432.11492.0Education statusLess than high school490912.6385224.3354624.8168525.1186124.5High school or higher3393987.01192875.11066174.6497474.2568774.9missing1790.5970.6900.6460.7440.6EmploymentNot employed1215931.2887555.9755752.9312446.6443358.4Employed2683268.8698644.0672047.0357253.3314841.5missing360.1160.1200.190.1110.1Mother tongueNon-English884922.7383124.1356124.9170725.5185424.4English3015177.31203575.81072275.0499174.4573175.5missing270.1110.1140.170.170.1Household income\$30,000 or less1969250.5912957.5660646.2222433.2438257.7More than \$30,0001683843.1519732.7645645.2400859.8244832.2missing24976.415519.812358.64737.176210.0Self-perceived healthPoor10782.87574.86254.43164.73094.1Fair31128.0206613.0175912.386812.989111.7Good1004325.7459528.9424229.7203030.3221229.1Very Good1522739.0551934.8503035.2231734.6271335.7Excellent955524.5293318.5263018.4116617.4146419.3missing120.070.0110.180.130.0Overall39027100.015877100.014297100.06705100.07592100.0\*Among those who were foreign-born.

The measures of validity of self-report for the three groups are reported in Table [2](#Tab2){ref-type="table"}. Sensitivity was overall quite high for the cervix (96.5% \[95% confidence interval 96.3-96.7%\]) and breast (96.6% \[96.3-97.0%\]) groups, but was noticeably lower for the FOBT group (77.4% \[75.7-79.0%\]). Specificity was lowest for the cervix group (49.5% \[48.6-50.5%\]) and highest for the FOBT group (89.8% \[89.2-90.3%\]). The FOBT group had the lowest overall positive predictive value (62.1% \[60.4-63.8%\] and highest overall negative predictive value (94.8% \[94.4-95.2%\]. The highest kappa statistic value was for women in the breast group who reported excellent self-perceived health (0.677) and the lowest was for women in the cervix group who were foreign-born (0.505).Table 2**Measures of validity of self-report for cervical cancer screening, breast cancer screening, and fecal occult blood testing, using administrative data as the gold standardSensitivity (%)Specificity (%)Positive predictive value (%)Negative predictive value (%)Kappa statisticCervix group**Overall96.5 (96.3-96.7)49.5 (48.6-50.5)82.7 (82.3-83.1)84.9 (84.0-85.8)0.526AGE24-52 years96.8 (96.6-97.1)46.6 (45.4-47.8)84.4 (83.9-84.8)83.1 (81.9-84.3)0.50853-69 years95.6 (95.2-96.1)54.0 (52.5-55.5)78.7 (77.9-79.5)87.4 (86.2-88.7)0.542BirthplaceCanadian-born97.3 (97.1-97.5)48.5 (47.5-49.6)82.9 (82.4-83.3)87.7 (86.7-88.6)0.531Foreign-born92.9 (92.2-93.6)53.3 (51.3-55.3)81.9 (80.9-82.8)76.8 (74.8-78.8)0.505Immigrant Status\*Immigrated \>5 yrs ago93.4 (92.7-94.1)52.8 (50.7-54.9)81.6 (80.6-82.6)78.0 (75.9-80.1)0.507Immigrated ≤5 yrs ago83.8 (79.4-88.1)68.1 (59.6-76.7)86.6 (82.5-90.6)63.1 (54.6-71.7)0.507EthnicityWhite97.1 (96.9-97.3)48.6 (47.6-49.6)82.6 (82.2-83.1)86.8 (85.9-87.7)0.527Non-white90.7 (89.6-91.9)57.4 (54.5-60.4)83.2 (81.8-84.6)72.7 (69.6-75.7)0.512Education StatusHigh school or higher96.8 (96.6-97.1)47.9 (46.9-49.0)83.8 (83.3-84.2)84.5 (83.5-85.5)0.520Less than high school93.3 (92.4-94.2)56.6 (54.5-58.8)74.1 (72.6-75.5)86.4 (84.6-88.2)0.522EmploymentEmployed97.1 (96.9-97.4)47.1 (45.9-48.3)84.2 (83.7-84.6)85.1 (83.9-86.2)0.518Not employed94.8 (94.3-95.3)53.5 (52.0-55.0)79.1 (78.3-79.9)84.7 (83.4-86.1)0.528Mother TongueEnglish97.4 (97.1-97.6)48.0 (47.0-49.1)82.8 (82.3-83.2)87.6 (86.7-88.6)0.526Non-English93.4 (92.8-94.0)54.3 (52.4-56.1)82.3 (81.4-83.2)78.3 (76.4-80.2)0.522Household IncomeMore than \$30,00097.6 (97.3-97.8)45.9 (44.4-47.5)85.3 (84.7-85.9)85.4 (84.0-86.9)0.517\$30,000 or less95.6 (95.3-96.0)51.1 (49.9-52.3)80.5 (79.8-81.1)84.8 (83.6-85.9)0.522Self-Perceived HealthExcellent97.1 (96.8-97.4)47.7 (45.7-49.7)85.0 (84.2-85.8)84.0 (82.1-86.0)0.523Very good97.1 (96.8-97.4)47.1 (45.5-48.6)83.7 (83.0-84.3)85.4 (83.9-86.9)0.516Good95.5 (95.0-96.0)51.4 (49.7-53.2)81.3 (80.5-82.2)83.9 (82.2-85.5)0.525Fair94.9 (93.9-95.9)54.3 (51.5-57.1)76.8 (75.1-78.5)86.9 (84.5-89.3)0.529Poor93.8 (91.9-95.6)55.5 (50.9-60.1)74.3 (71.3-77.4)86.6 (82.7-90.5)0.518**Breast group**Overall96.6 (96.3-97.0)64.3 (63.1-65.5)82.1 (81.4-82.8)91.8 (91.0-92.6)0.649BirthplaceCanadian-born96.8 (96.4-97.2)64.9 (63.4-66.3)82.5 (81.8-83.3)92.1 (91.2-93.1)0.657Foreign-born96.1 (95.3-96.9)62.7 (60.2-65.1)80.7 (79.2-82.1)90.9 (89.1-92.7)0.625Immigrant Status\*Immigrated \>5 yrs ago96.2 (95.4-97.0)62.7 (60.2-65.3)80.9 (79.4-82.3)91.0 (89.2-92.8)0.628Immigrated ≤5 yrs ago89.5 (75.7-100.0)69.6 (50.8-88.4)70.8 (52.6-89.0)88.9 (74.4-100.0)0.578EthnicityWhite96.7 (96.3-97.1)64.3 (63.1-65.6)82.3 (81.5-83.0)92.0 (91.1-92.8)0.651Non-white94.6 (92.7-96.5)62.1 (57.0-67.2)79.7 (76.6-82.8)88.0 (83.9-92.1)0.599Education statusMore than high school96.9 (96.5-97.2)63.4 (62.0-64.9)83.1 (82.4-83.9)91.6 (90.5-92.6)0.649High school or less95.8 (94.9-96.6)66.4 (64.2-68.7)78.6 (77.0-80.1)92.4 (90.9-93.9)0.642EmploymentEmployed96.6 (96.0-97.1)63.6 (61.8-65.4)81.5 (80.5-82.6)91.8 (90.5-93.1)0.641Not employed96.6 (96.2-97.1)64.9 (63.2-66.5)82.5 (81.6-83.5)91.8 (90.7-92.9)0.655Mother TongueEnglish96.7 (96.3-97.1)64.5 (63.1-66.0)82.5 (81.8-83.3)91.9 (91.0-92.9)0.654Non-English96.2 (95.4-97.0)63.7 (61.2-66.1)80.7 (79.2-82.1)91.4 (89.7-93.1)0.634Household IncomeMore than \$30,00097.4 (96.9-97.9)60.4 (58.1-62.7)83.1 (81.9-84.2)92.1 (90.5-93.6)0.632\$30,000 or less96.1 (95.6-96.6)66.3 (64.7-67.8)81.2 (80.3-82.2)91.8 (90.8-92.9)0.655Self-Perceived HealthExcellent97.1 (96.3-97.8)65.9 (63.0-68.9)84.6 (83.1-86.1)92.2 (90.2-94.2)0.677Very good96.8 (96.3-97.4)63.3 (61.1-65.5)84.3 (83.2-85.4)90.8 (89.2-92.4)0.651Good96.4 (95.7-97.1)63.9 (61.6-66.1)81.3 (80.0-82.6)91.6 (90.1-93.2)0.640Fair96.4 (95.3-97.5)64.9 (61.8-68.0)77.4 (75.2-79.5)93.6 (91.7-95.5)0.632Poor93.8 (91.2-96.3)65.6 (61.0-70.2)70.4 (66.3-74.6)92.3 (89.3-95.4)0.582**FOBT group**Overall77.4 (75.7-79.0)89.8 (89.2-90.3)62.1 (60.4-63.8)94.8 (94.4-95.2)0.612GenderFemale77.6 (75.4-79.7)90.7 (90.0-91.5)66.1 (63.8-68.4)94.5 (94.0-95.1)0.640Male77.1 (74.6-79.6)88.7 (87.8-89.5)57.5 (55.0-60.1)95.1 (94.5-95.7)0.579BirthplaceCanadian-born78.3 (76.4-80.2)89.7 (89.0-90.3)61.4 (59.5-63.4)95.2 (94.7-95.6)0.613Foreign-born74.8 (71.5-78.0)90.0 (88.9-91.1)64.0 (60.7-67.3)93.7 (92.8-94.7)0.609Immigrant Status\*Immigrated \>5 yrs ago75.3 (72.0-78.7)90.1 (89.0-91.2)64.4 (61.0-67.8)93.9 (93.0-94.8)0.615Immigrated ≤5 yrs ago54.5 (25.1-84.0)88.6 (78.0-99.1)60.0 (29.6-90.4)86.1 (74.8-97.4)0.445EthnicityWhite77.4 (75.7-79.1)89.9 (89.3-90.4)62.3 (60.5-64.1)94.8 (94.4-95.3)0.615Non-white73.5 (66.5-80.5)89.4 (87.1-91.7)61.0 (53.9-68.1)93.7 (91.8-95.6)0.583Education StatusMore than high school77.7 (75.9-79.5)89.4 (88.7-90.0)62.9 (61.0-64.8)94.5 (94.0-95.0)0.615High school or less75.4 (71.8-79.1)90.8 (89.8-91.8)59.0 (55.3-62.7)95.5 (94.7-96.2)0.594EmploymentEmployed76.7 (74.1-79.2)90.7 (89.9-91.4)61.2 (58.6-63.7)95.3 (94.7-95.9)0.611Not employed77.8 (75.7-80.0)88.9 (88.1-89.7)62.8 (60.5-65.0)94.3 (93.7-94.9)0.611Mother TongueEnglish79.2 (77.3-81.0)89.4 (88.8-90.1)61.6 (59.7-63.5)95.2 (94.8-95.7)0.617Non-English72.1 (68.7-75.5)90.7 (89.6-91.7)63.6 (60.1-67.0)93.5 (92.6-94.4)0.597Household IncomeMore than \$30,00078.3 (76.0-80.7)89.1 (88.2-89.9)61.6 (59.1-64.0)94.8 (94.2-95.4)0.610\$30,000 or less76.0 (73.5-78.5)90.2 (89.4-91.0)61.8 (59.2-64.3)94.8 (94.2-95.4)0.607Self-Perceived HealthExcellent79.4 (75.8-82.9)89.6 (88.3-90.9)63.7 (59.9-67.5)94.9 (94.0-95.9)0.630Very good79.2 (76.7-81.7)89.3 (88.3-90.2)65.0 (62.4-67.7)94.4 (93.7-95.2)0.633Good75.9 (72.8-79.1)90.7 (89.8-91.7)62.6 (59.4-65.8)94.9 (94.1-95.6)0.615Fair73.3 (67.8-78.8)89.7 (88.2-91.3)54.3 (49.0-59.6)95.3 (94.2-96.4)0.545Poor65.7 (54.6-76.8)87.9 (85.2-90.6)40.7 (31.6-49.8)95.3 (93.5-97.1)0.423\*Among those who were foreign-born.

Figures [1](#Fig1){ref-type="fig"}, [2](#Fig2){ref-type="fig"} and [3](#Fig3){ref-type="fig"} describe the report-to-record ratios for each screening group and demographic subgroup. Ratios were persistently significantly greater than 1, suggesting pervasive over-reporting, except for more recent immigrants where confidence intervals crossed unity for each screening type. For the cervix group (Figure [1](#Fig1){ref-type="fig"}), women who were older, less educated, and of fair or poor self-perceived health had report-to-record ratios that were higher than the overall estimate, and women who were younger, foreign-born, recent immigrants, non-White, and non-English speaking had ratios lower than the overall estimate. For the breast group (Figure [2](#Fig2){ref-type="fig"}), women of poor self-perceived health had a report-to-record ratio higher than the range of the overall estimate. For the FOBT group (Figure [3](#Fig3){ref-type="fig"}), no group had a report-to-record ratio outside of the range of the overall estimate. The FOBT group (Figure [3](#Fig3){ref-type="fig"}) had the highest overall report-to-record ratio (1.246 \[1.189-1.306\]) of the three groups.Figure 1**Report-to-record ratios for cervical cancer screening.**Figure 2**Report-to-record ratios for breast cancer screening.**Figure 3**Report-to-record ratios for fecal occult blood testing.**

In multivariable regression analyses, women who were younger, White, higher educated, English native speakers, and of higher income were less likely to over-report cervical cancer screening. Higher income women were less likely to over-report breast cancer screening. Men were less likely to over-report FOBT use, whereas employed people were more likely to over-report FOBT use (adjusted relative risk 1.18 \[95% confidence interval 1.03-1.36\] (Table [3](#Tab3){ref-type="table"})).Table 3**Adjusted relative risks \[with 95% confidence intervals\] of over-reporting, defined as reporting a Pap test in the past 3 years (cervix group), a mammogram in the past 2 years (breast group), and a fecal occult blood test in the past 2 years (FOBT group), but with no record of same in administrative dataCervix groupBreast groupFOBT group**Age24-52 years vs. 53--69 years0.88 \[0.84-0.92\]\*n/an/aGenderMale vs. femalen/an/a0.81 \[0.71-0.92\]\*BirthplaceCanadian-born vs. foreign-born0.99 \[0.94-1.06\]1.06 \[0.96-1.16\]1.00 \[0.84-1.19\]EthnicityWhite vs. non-White0.85 \[0.78-0.92\]\*1.00 \[0.85-1.18\]1.17 \[0.90-1.53\]Education StatusHigh school or higher vs. less than high school0.89 \[0.84-0.94\]\*0.95 \[0.87-1.03\]0.89 \[0.76-1.05\]EmploymentEmployed vs. not employed0.98 \[0.94-1.03\]1.02 \[0.94-1.10\]1.18 \[1.03-1.36\]\*Mother TongueEnglish vs. non-English0.92 \[0.87-0.97\]\*1.00 \[0.91-1.10\]0.91 \[0.77-1.08\]Household IncomeMore than \$30,000 vs. \$30,000 or less0.96 \[0.92-1.00\]\*0.84 \[0.77-0.91\]\*0.89 \[0.77-1.03\]Self-Perceived HealthExcellent vs. poor1.02 \[0.97-1.07\]1.10 \[0.99-1.23\]0.99 \[0.83-1.17\]Very good vs. poor0.97 \[0.92-1.02\]1.09 \[0.97-1.22\]0.84 \[0.69-1.01\]Good vs. poor0.94 \[0.87-1.02\]1.07 \[0.94-1.23\]0.90 \[0.71-1.14\]Fair vs. poor0.93 \[0.82-1.04\]1.08 \[0.91-1.29\]1.13 \[0.83-1.54\]Adjusted for variables listed in table.\*Statistically significant result.

Discussion {#Sec7}
==========

In this study of the validity of self-report of up-to-date cancer screening among Ontarians, using administrative health data as our gold standard, we found that there is cause for concern when using self-report as the sole method of quantifying cancer screening rates. Specificity was less than 70% overall and for all subgroups for cervical and breast cancer screening and sensitivity was lower than 80% overall and for all subgroups for screening with FOBT. Report-to-record ratios were pervasively significantly greater than 1, indicating that over-reporting of cancer screening is common in Ontario.

Self-report of FOBT stood out among the three cancer screening types for having the highest report-to-record ratios, the lowest sensitivity and positive predictive values, and the highest specificity and negative predictive values. Taken together, these results suggest that false positives and true negatives are both quite high for FOBT use, with true negatives predominating. The high false positive rate implies that estimates of FOBT utilization based on self-report could be particularly erroneous and should be avoided where possible, and our finding of high true negatives is in line with the known low prevalence of CRC screening by FOBT in Ontario \[[@CR24]\].

There was no clear pattern suggesting that Ontarians with social disadvantage were consistently more likely to over-report than their more advantaged peers. For example, in regression analyses, women who were White, higher educated, English native speakers and of higher income were less likely to over-report cervical cancer screening in Ontario than their respective counterparts, but this did not hold true for the other screening types. The higher sample size in the cervix group may have driven the higher number of significant results for cervical cancer screening than for the other two forms of screening. However, we have demonstrated that sociodemographic characteristics do appear to play a role in Ontario populations and should be considered when examining cancer screening gaps based on self-reported data.

Report-to-record ratios indicated that people of poorer self-rated health tended to be more likely to over-report up-to-date screening than those of better self-rated health for both cervical and breast cancer screening. The reason for this finding is unclear, but it has been reported elsewhere in the literature \[[@CR25]\]. It may reflect more frequent contact with the health care system for people of poorer self-rated health, and therefore a more difficult time differentiating which medical tests and procedures one has received. Distinct event are easier for patients to remember, and screening may be less likely to be a distinct event for patients of worse health status \[[@CR26]\].

Our findings have implications for public health researchers, practitioners and policymakers who are interested in cancer screening in Ontario. It is apparent that self-report of cancer screening is not the most accurate way to determine cervical, breast and colorectal cancer screening rates in Ontario, and will over-estimate screening rates. Where possible, the use of more objective data should be encouraged. Where not possible, the pervasive over-reporting that we demonstrated should be remembered and considered. The results we have presented could be used in the Ontario or Canadian setting as correction factors to determine more accurate screening rates \[[@CR27]\]. Also, our findings suggest that there are opportunities to increase patients' basic knowledge about screening, and their understanding of which screening tests they have and have not received. Many women mistake any pelvic examination for a Pap test \[[@CR28]-[@CR30]\], and it is feasible that patients may similarly mistake digital rectal exams for FOBT screening \[[@CR31]\]. Better provider-patient communication and patient education may improve the accuracy of self-report, and may be of particular importance for disadvantaged populations \[[@CR14],[@CR28]\].

Few Canadian studies have examined the validity of self-report of cancer screening for cervical, breast, and colorectal cancer. In their 2009 study, Wang et al. demonstrated that rates in Ontario administrative data were consistently lower for breast and cervical cancer screening and for influenza vaccination than rates in self-reported CCHS data \[[@CR32]\]. Khoja et al. compared self-report of any form of CRC screening to medical records from physicians' offices and found a kappa of 0.66. They reported that it was common for study participants to believe a test had occurred more recently than records showed \[[@CR33]\]. Fehringer et al. compared cervical cancer screening rates in Cytobase, Ontario's Pap test registry, with self-reported CCHS rates across 37 public health units in the province and found that Cytobase rates were consistently lower, concluding this was likely due to over-reporting \[[@CR34]\]. Walker et al. found that women at high familial risk of breast cancer accurately reported mammogram use within the previous 12 months \[[@CR35]\]; however, Larouche et al. assessed validity of self-reported mammography among women who had undergone breast cancer-specific genetic testing and concluded that self-report overestimates mammography use in this population \[[@CR36]\].

This study has several limitations. First, administrative data are not a perfect gold standard \[[@CR13],[@CR32]\]. For example, Pap tests performed and interpreted solely within hospitals in Ontario may not be captured by either administrative data or by Cytobase. However, the number of screening Pap tests to which this would apply is expected to be quite small. As well, we used a variety of databases (OHIP, OBSP, Cytobase) to find objective records of screening. Second, the CCHS is voluntary. Therefore, CCHS respondents, particularly those who agreed to have their survey answers linked to administrative health data, may systematically differ from the general population. However, they are likely to be representative of any sample who would agree to self-report cancer screening. Third, the CCHS has some missing data, particularly around income levels. Although these missing data affect the power of our results, they are unlikely to affect the veracity of our findings. Finally, we dichotomized many of the characteristics that we examined, such as race, recent immigrant status, and education, which may not have provided enough detail to uncover differences. For example, ethnicity has been reported as a factor affecting self-report in the US literature, with African-Americans and Hispanics highlighted \[[@CR14],[@CR15]\]. Although we did examine racial group in this study, we only looked at White vs. non-White. However, sample size often would not allow for more detailed categorization.

Conclusions {#Sec8}
===========

In this work, we have found that in Ontario as in other jurisdictions, there is a pervasive tendency for people to over-report their cancer screening histories. Sociodemographic status also appears to influence the likelihood of over-reporting screening. Public health practitioners and policymakers need to be aware of the limitations of self-report and adjust their methods and interpretations accordingly.
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